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Abstract 
Uterine anomalies are congenital malformations 
caused by fusion or resorption defects during 
embryogenesis. Uterus didelphys, or a double 
uterus, is a rare condition that occurs in female 
fetuses as they develop in the womb. Here we 
report a case of a 46 year old virginal female 
with uterus didelphys along with multiple fibroids 
of both uteri and a right ovarian cyst. The patient 
underwent a total abdominal hysterectomy with 
adnexa removal. The specimen showed 
leiomyoma of uterus with ovarian endometriosis. 
1Women’s Health Center, Assiut University, 
Egypt 
Introduction 
Mullerian duct anomalies are congenital 
anomalies of the female genital tract 
resulting from non-development or non-
fusion of the mullerian ducts or failed 
resorption of the uterine septum.1 
Duplication of the uterus results from the 
lack of fusion of the paramesonephric 
ducts in a local area or throughout their 
normal line of fusion.2 In uterus 
didelphys, individual horns are fully 
developed and are normal in size, with 
two cervices inevitably present. Each 
individual horn is associated with one 
fallopian tube. Women with didelphic 
uteri may be asymptomatic and 
unaware of having a double uterus. 
They may present with complaints of 
dysmenorrhea and dyspareunia.3  The 
true prevalence of this anomaly is 
unknown as it may be discovered in the 
later part of a patient's life when 
presenting with infertility. The incidence 
of mullerian duct anomalies in the 
literature ranges from 0.5 to 5.0%. 
Approximately 11% of uterine 
malformations are didelphic uteri.4 
Case history 
A 46 year old virginal female was 
admitted to the Women Health Hospital 
in Assiut University with a 4 month 
history of vaginal bleeding and a 2 week 
history of lower abdominal pain without 
dysmenorrhea. There was no past 
history of drug use or previous 
abdomino-pelvic surgery. 
On general examination, the findings 
were unremarkable and the patient was 
otherwise healthy. On examination, 
there was an abdomino-pelvic mass 
equal to the size of a 34 week pregnant 
uterus by palpation. The mass was firm, 
irregular, was not tender, and had 
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limited mobility. Pelvic examination 
could not be performed as she was 
virginal. Hematological examination 
showed hemoglobin of 9.0 g/dL and 
hematocrit of 26%. 
Abdominal ultrasound examination 
showed an enlarged uterus with a 
distorted endometrial lining and multiple 
subserous, interstitial and submucous 
fibroids. The adnexa could not be 
visualized.  The patient was counseled 
for the possibility of hysterectomy, and 
informed consent for abdominal 
exploration was obtained.  
An exploratory laparotomy through a 
midline vertical incision revealed 
multiple fibroids with different sizes 
arising from two separate uterine horns.  
Additionally, a cyst in the right ovary 
measuring 5 cm x 5 cm was noted 
(Figure 1). A total hysterectomy with 
bilateral removal of adnexae was 
performed (Figure 2). Examination of 
the specimen after the procedure 
revealed the presence of two cervices to 
conclude the diagnosis of uterus 
didelphys. The intraoperative estimated 
blood loss was about 500 cc. However, 
based on preoperative hemoglobin 
levels and on the clinical observation of 
pallor, it was recommended to 
administer three units of blood 
intraoperatively. Postoperative follow-up 
was uneventful and the patient was 
discharged on the eighth post-operative 
day. Histopathological examination of 
the specimen confirmed the presence of 
multiple leiomyomata with a right 
endometriotic ovarian cyst. 
 
Figure 1: Intraoperative view shows uterus didelphys with multiple uterine fibroids 
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Figure 2: shows uterus didelphys after hysterectomy 
Discussion 
Uterus didelphys is a rare condition that 
develops in female fetuses.5 Normally, 
the two mullerian ducts are fused 
together to create a single uterus, but 
occasionally these two tubes fail to join. 
When this happens, two separate uteri 
form, with double cervices and 
potentially double vaginas as well.6 They 
are both fully functioning uteri, and there 
are rare cases of women with this 
condition that have given birth to twins 
who were each housed in a separate 
uterus.7  
The cause of this anomaly is not known 
and there are often no symptoms 
present, so many women are never 
diagnosed with uterus didelphys. Other 
women may have dysmenorrhea and 
some will have reproductive and 
pregnancy issues.8 If uterus didelphys is 
suspected, a pelvic exam can confirm 
the presence of a double vagina and/or 
double cervix. Diagnostic procedures 
should then be performed to evaluate 
the uterus, including a pelvic ultrasound, 
magnetic resonance imaging (MRI), and 
hysterosalpingography (HSG).9 
Here we report a rare case of multiple 
fibroids within a uterus didelphys in 
addition to an endometriotic cyst.  In our 
case, ultrasonography failed to diagnose 
uterus didelphys due to the presence of 
multiple fibroids with different sizes and 
at different sites. Also, diagnosis of 
uterus didelphys could not be performed 
by pelvic examination or HSG as the 
patient was virginal. Surgical 
management by total hysterectomy was 
the only method to determine the 
presence of two cervices and achieve 
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the diagnosis of uterus didelphys.  
There are very few similar cases 
reported in the literature. Generally, 
reported cases presented with infertility, 
and the presence of fibroid masses was 
thought to contribute in this problem.10 
However, in this case, the patient was 
virginal. Accordingly, infertility can not 
be confirmed or excluded in this woman. 
The interesting point in this case is the 
unreported new presentation. The 
patient presented with dysmenorrhea 
that was found to be mostly related to 
ovarian endometrioma. This association 
is generally not reported and cannot be 
simply explained by mullerian duct 
abnormalities (unless associated with 
outflow obstruction). Furthermore, unlike 
other reported cases, fibroids were 
multiple.11 
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